Excerpts from tape recordings of a single, long-term, successful therapy case handled by Rogers were analyzed to evaluate the adequacy of the clientcentered view that empathy, warmth, and directiveness are offered throughout therapy in a manner not contingent upon the patient's behavior. Findings indicate that the therapists respond in a significantly differential way to 5 of the 9 patient behavior classes studied. Concomitantly, significant increases in the emission rates of 4 of the 5 behavior classes were noted throughout therapy. Findings thus indicated significant reinforcement effects in the clientcentered therapy.
The present study is aimed at exploring the possibility that important reinforcement effects occur within the transactions of nondirective therapy.
Client-centered theorists have specified the "therapeutic conditions" of empathic understanding and acceptance or unconditional positive regard as two main antecedents to constructive behavioral or personality change in the client (Dymond, 1949; Hobbs, 1962; Jourard, 1959; Rogers, 1951 Rogers, , 1957 Truax & Carkhuff, 1963) . Rogers, as the leading exponent of this viewpoint, holds that these "conditions" are primarily attitudinal in nature and are offered in a nonselective fashion to the patient: they are specifically not contingent upon the patients' verbalizations or behaviors. This viewpoint, in pure form, is incompatible with the behavioristic view of therapy and was one basis for the Rogers-Skinner debates (1956) .
The basic difference between the views exemplified by Rogers and Skinner is that the 1 Appreciation is gratefully extended to Carl R. Rogers for his freely given consent to the use of the completed successful counseling case recorded at the University of Chicago Counseling Center in 19S5. This particular case is perhaps of special significance since it was heavily used by Rogers and others in the development of the "process conception of psychotherapy" and the "Process Scale" developed in 1957. Thanks are also due to James C. Baxter and Leon D. Silber for their critical comments. This work was supported in part by a grant from the Vocational Rehabilitation Administration, No. latter holds that an effective therapist attempts to alter the patient's behavior while Rogers holds otherwise. Differential reinforcement is one of the procedures used in operant research positions. Thus, whether or not Rogers as a therapist uses differential reinforcement, thereby altering patient behavior, is a central question in the basic issue of control which philosophically differentiates the two positions.
The growing body of evidence indicates that the therapist's accurate empathy and unconditional positive regard are significant antecedents to therapeutic change (Rogers, 1962; Rogers, Kiesler, Gendlin & Truax, 1965) . This evidence has been used both as support of Rogers's view and as an argument against the behavioristic views of psychotherapy typified by such theorists as Krasner (1962) , Wolpe (1958) , Eysenck (1952 Eysenck ( , 1960 , and Bandura (1961) . The evidence does suggest that when patients receive high levels of empathy and warmth there is significantly more constructive personality and behavioral change then when the patients receive relatively lower levels (Barrett-Lennard, 1962; Bergin & Solomon, 1963; Cartwright & Lerner, 1963; Dickenson & Truax, 1965; Halkides, 1958; Lesser, 1961; Rogers, 1962; Strupp, 1960; Truax, 1961a Truax, , 1961b Truax, , 1963 Truax & Carkhuff, 1964; Truax, Carkhuff & Kodman, in press; Truax, Wargo, & Silber, 1965; Wargo, 1962; and Whitehorn & Betz, 1954) . None of the research just cited, however, necessarily argues against a behavioristic view of psychotherapy.
If, in contrast to Rogers's contention, the therapist does respond differentially to different patient behaviors (i.e., more accepting of and empathic to, some patient behaviors but less accepting of and more directive in response to other patient behaviors) then a reinforcement view would not be inconsistent with the findings. It could be argued that if empathic understanding, warmth (and nondirectiveness) are therapeutic, then it may also be argued that these therapeutic conditions are reinforcing, rewarding, or somehow encouraging, and that the types of patient behavior (presumably more adaptive ones) that are followed by high levels of these therapeutic conditions will consequently increase during the course of therapy. For example, it may be that the "high conditions" therapist offers more intense levels of accurate empathy and unconditional warmth or acceptance on both a nonselective random basis at, say, a 40% rate of reinforcement for all behaviors and, say, an 85% rate for exploration of material relevant to the private self. By contrast the "low conditions" therapist may offer less intense levels of empathy and warmth, with only a 20% rate of reinforcement for all behavior emitted and only a 40% rate of reinforcement for the patient's explorations of private material.
Support for the position exemplified by Rogers, viewed from the findings on empathy and warmth, rests upon the assumption that the therapist offers levels of conditions that do not systematically covary with the verbalizations or behavior emitted by the patient. If this were true (if, say, the level of therapist empathy or warmth did not systematically covary with patient response classes) then differential reinforcement could not account for the research findings of relationships between therapist behavior and patient outcome. On the other hand, if the therapist, in this case Rogers, does systematically vary his level of warmth or his level of empathy depending on the behavior, then Rogers's position would not be supported.
In an attempt to add clarity to this theoretic controversy, an exploratory analysis of a single successful case handled by Rogers was aimed at determining whether or not important reinforcing effects are imbedded in the transactions of client-centered therapy.
Three qualities of the therapist's behavior were studied as potential reinforcers: (a) empathic understanding, (b) acceptance or unconditional positive regard, and (c) directiveness (a negative reinforcer). These therapist behaviors were examined in relation to nine classes of patient behavior in order to determine the presence or absence of differential therapist responding and any consequent changes in the patient behaviors.
2 The patient behaviors studied which might theoretically be of significance were: (a) degree of discrimination learnings by the patient, (b) ambiguity of patient's statements, (c) degree of insight development by the patient, (d) degree of similarity of patient's style of expression to that of the therapist, (e) problem orientation of the patient, (/) degree of patient catharsis, (g) degree of patient blocking, (h) degree of patient anxiety, and (i) degree of patient negative versus positive feeling expression.
CASE ANALYSIS PROCEDURE
Five clinical psychologists rated an unbiased sample of 40 typewritten interaction units consisting of (a) a therapist statement, (b) a succeeding patient statement, (c) the succeeding therapist statement. These interaction units (TPT, Therapist-PatientTherapist) were designated by code numbers prior to the ratings, and were then assigned in random order to the five clinical psychologists who served as judges. Each judge rated separately each of the nine patient scales and the three therapist scales in different order, so as to minimize rating biases. The ratings were then decoded, and the ratings of the three classes of "reinforcers" were simply correlated separately with the nine classes of patient behavior under examination. The presence of significant correlations would then be positive evidence to indicate systematic, nonrandom use of these reinforcers with particular classes of patient behavior. Thus the question became, for example, "Does the therapist's degree of acceptance significantly covary with the patient's degree of discrimination learning?" If a positive correlation was found, this would indicate that the therapist systematically was most accepting and unconditionally warm when the patient was engaged in discrimination learning, and was least accepting and warm when the patient engaged in very little discrimination learning.
2 Thanks are due to Israel Goldiamond for critical and helpful questions which served as the stimulus for the analysis of change in patient behaviors over time.
The interaction unit sample. The TPT interaction units were selected from the following interviews out of a total of 85 therapy sessions for the complete case, 1, 3, 5, 7, 10, IS, 20, 25, 30, 35, 40, 45, SO, 55, 60, 65, 70, 75, 80, and 85 . Two intersection units were taken from each of the above 20 interviews for a total of 40 interaction units. Interviews from which the samples were drawn, with the exception of Numbers 3 and 7, which were added to give more weight to the earlier stages of therapy, were evenly spaced and should constitute an unbiased sample of interviews throughout the therapy case. The two interaction units from each interview were obtained by starting the playback of the recordings at approximately the end of the first and second one-third of the hour-long tape and then listening until the therapist made a statement. Transcriptions started at the therapist's first words and included the ensuing TPT interaction unit. As a result of this sampling procedure, the length of the therapist and the patient statements varied considerably. When measured to the nearest one-tenth of an 80-character type line the range was from 0.4 to 14.0 lines.
The clinical psychologists as raters. Of the five raters, none was trained in client-centered psychotherapy. One was trained in analytic therapy, while the remaining four clinicians described themselves as eclectic in orientation. All five judges had a minimum of 100 hours of supervised training as therapists, and 1,000 hours of experience as therapists. All postdoctoral clinical psychologists, the judges did not know the hypothesis being investigated. Further, they wrongly assumed that some of the more "nondirective" and "directive" statements could not have come from the same therapist.
The rating scales. A set of graphic rating scales were prepared for each of the three therapist behaviors and nine patient behaviors, each having a brief statement of the variable to be rated and horizontal lines 170 millimeters long on which the rating was marked. The rating was made by simply placing an X along the line labeled "most," "very much," to "least," and "very little." The scales for each therapist and patient behavior class stated a bipolarity of the variable. The bipolar definitions for the three reinforcer variables were taken from Rogers's (1951) theoretic descriptions.
Although the actual therapy samples did not contain extreme examples of the scale values, examples from the present case should add meaning to the present study. Two examples of TPT samples, rated high on each of the three reinforcer variables, are presented below.
Therapist acceptance of unconditional positive regard. The first example illustrates relatively high acceptance of the patient as he is feeling disappointed in the early results of therapy. This sample was rated relatively low on both empathy and directiveness:
T: There is nothing that I can do, but I can and do hope that the person will "lift" or something. The second example illustrates relatively high acceptance of the patient's feelings of inadequacy and dependency. This sample was rated slightly above average on empathy but below average on directiveness:
T: I guess you're saying "I just can't trust those weak, and helpless and inadequate parts of me. I have to have someone to . . ." P: To really be me. (T: Mmm, mmm) Someone else, you know . . . that's so absurd . . . that would never work. It's the same thing as, as this, uh . . . being afraid of people. It ties in with being afraid. It's like . . . well, you can use any one of a number of examples. If you really want to be someone genuinely ... or express something genuinely . . . then, all you have to do is feel the slightest tinge of fear and you won't be able to-really. And it's like that with myself . . . It's kind of ... when I am myself, it kind of echoes on me and makes me afraid. I suddenly hear myself saying that, and then know, "careful" (T: Mmm, mmm) "Hold on here I Lookout!" (T: Mmm, mmm) . . . like that. (T: Mmm, mmm) "You won't be allowed to live if you do that." (T: Mmm, mmm) "You won't be allowed to ... anything" . . . just, "You'll be blown to smithereens if you try that kind of thing."
T: Mmm, So that if you sense yourself . . . being yourself . . . then my (P: I become afraid) Gosh! Lookout! You don't know what you're getting into-you'll be destroyed.
Therapist directiveness. The first example shows the therapist making a direct request to change the topic of discussion. This sample was rated slightly below average in empathy and low in acceptance:
T: Let's talk about something closer to you than that. P: Or closer to you. I don't understand this at all, because I was really looking forward to this all the time, and now I just don't feel very good . . . about having harmed you.
T: You anticipated coming in, and now . . . today, A second example of directiveness involves a more subtle "leading" of the patient. This sample was rated as average in empathy but above average in acceptance or unconditional positive regard:
T: It frightens you to even start to put it into words. P: I guess I'll have to find it with someone else . . . first.
T: You feel that what would be demanded would be ... put it in terms of "me" and, "you" ... uh ... make this the sort of thing you can sort of dimly visualize. I would need to want to really relate to that fine part of you, and find that so personally rewarding that, that in an attempt I would just . . , keep after it, or something. T: "So if you want me to get in with whatever it is you expect of me, just let me know."
The second example involves a moment when the therapist attempts to reflect the client's feelings and move one step beyond. This sample was rated average on directiveness and acceptance:
T: Seems as though all the dark things-hurting, and being hurt-and . . . decay, and corruption, ugliness, uhmmm, Death. It's all of those that (P: frightening) that you're afraid of. P: Yeh . . . stink and corruption and . . . pus, and. . . . There's just as. ... It's something dark that ties them all together (T: Mmm, uhuh). Something putrid and (T: Mmm, mmm) . . . there are 10 times the words (T: Mmm, mmm) for it ... (laughs) it scares me.
T: Just to wander into that field verbally, and . . . and even name all these things that have to do with it ... this dark side of hurting and rottenness . . . that's hurting in itself.
The patient scales measuring the degree of insight developed, the degree of similarity of the patient's style of expression to that of the therapist, the degree of problem orientation, the degree of catharsis, the degree of blocking in thought and feeling, the degree of anxiety present, and the degree of positiveversus negative-feeling expression were defined by the trained clinical psychologists who served as judges. Degree of ambiguity of the patient's statement was defined in terms of its clarity of meaning. The judges were asked to disregard speech disturbances and length of statement in rating ambiguity. Discrimination learning was defined as making new distinctions between old feelings or experiences, and thus included both cognitive and emotional discrimination learning. A second characteristic of this particular case was the almost total absence of psychological jargon. Few even semitechnical terms such as "anxious" or "hostile" were used by the therapist. Instead, the therapist relied heavily on everyday language that conveys effect. Thus instead of saying "depressed" the therapist says "hopeless badness." The third qualitative characteristic of this case is the tentative character of therapist statements. There is almost universal use of such prefacing remarks as "in a sense," "I guess," and "maybe." This tentative approach might tend to elicit less resistance from the patient so that actual confrontation might sound much like an attempt to agree with the patient.
The Question of Selective Responding
The reliability of each scale, which is given in parentheses under the scale label in Table 1 , was estimated by the variance formula pre-sen ted by Ebel (1951) for the intraclass correlation. As can be seen in Table 1 , reliabilities range from .26 to .64 for the classes of patient behavior, and from .48 to .68 for levels of "reinforcement" offered by the therapist.
The low reliabilities obtained on certain classes of patient behavior would make it difficult to detect any but the strongest of relationships. For the present hypothesis of selective reinforcement the absence of particular relationships is not critical. Rather, the presence of selective responding (as indicated by some significant relationship between therapist and patient classes of behavior) would be evidence in support of the hypothesis.
The obtained average intercorrelations between the levels of therapist reinforcements and the levels of the selected patient behaviors are presented in Table 1 . These average intercorrelations were obtained in the following manner. First a matrix of intercorrelations was generated for each of the five raters separately. The matrices were then inspected separately for correlations which were significant at or beyond the .05 level of significance. Average correlations for the five raters combined were then obtained for those intercorrelations that were significant in three out of five individual rater matrices. All other correlations were recorded as nonsignificant in the present study so that the reported correlations tend to minimize rather than maximize the possiblity of obtaining significant relationships.
The significant intercorrelations presented in Table 1 show a quite different pattern than would be expected if therapist responses were not highly selective in client-centered psychotherapy. If there was no systematic selective use of empathy, acceptance, or directiveness, then all correlations would be nonsignificant and would approach zero. Such is not the case. The therapist significantly tended to respond selectively with differential levels of empathy, warmth, or directiveness to high and low levels of the following classes of patient behavior: (a) learning of discriminations about self and feelings, (b) a lack of patient ambiguity (patient clarity), (c) patient expressions of insight, (d) patient verbal expressions that were similar in style to the thera- pist's way of expressing himself, and (e) problem orientation of the patient. Thus, when the patient expressed himself in a style similar to that of the therapist, the therapist was more empathic, more warm and accepting, and less directive. When the patient expressed himself in a style quite different from that of the therapist, the therapist tended to show significantly less empathy, less acceptance or warmth, and more directiveness.
No significant relationships were obtained between the therapist's use of empathy, acceptance, or directiveness, and patient behaviors described as blocking, anxiety, negative-versus positive-feeling expression, or catharsis. While it may be that the absence of these relationships might, in part, be accounted for by the relatively low reliabilities of measurement, it also seems likely that Rogers as a therapist does not tend to respond differentially to these classes of patient behavior. In particular, as a theoretician and therapist, Rogers (1957 Rogers ( , 1961 has felt it important for the therapist not to respond selectively to negative-versus positive-feeling expression. 
The Further Question of Reinforcement
The above findings are consistent with, but not direct evidence for, the view that the therapist, in this case Rogers, is consciously or unconsciously using empathy, acceptance, and directiveness as reinforcers. The basic property of a reinforcer is that its use with specific classes of behavior leads to consequent changes in the probability of occurrence of these classes of behavior.
From Table 1 , the nine classes of patient behavior can be ranked according to the degree of contingency between therapist "reinforcer" responses and patient responses. Now, if the therapist's systematic selective responding has the properties of reinforcement it would be predicted that, other things being equal, the five patient classes of behavior that were selectively "reinforced" would show increases over time in therapy, while the four classes of patient behavior not reinforced would show no such increase over time. Thus, for example, one would expect an increase over time in therapy of the "Similarity of the Patient's Style of Expression to that of the Therapist" and of "Patient-Learning Discriminations," and no such increase (or decrease) in patient "Blocking" or "Negative Feeling Expression."
To evaluate this the ratings of the 40 samples for each class of patient behavior were grouped into five blocks across time-in-therapy (five raters for eight samples per block or 40 ratings per block) and the Grant Orthogonal Polynomial Trend Test Analysis of Variance (Grant, 1956 ) was used to test for the significance of components of trend. Further, t tests were used to test for significance of differences between early and late in therapy on all nine patient behavior classes. These data are presented in Table 2 .
Of the classes of patient behavior to which the therapist selectively responded (i.e., reinforced), four out of five showed changes in patient behavior over time-in-therapy. Thus the data agree with the predictions in seven out of the nine classes of patient behaviors (78% correct prediction).
Considering the probability that the therapist also used other types of rewards or reinforcers and also rewarded other related patient behavior classes, considering the unknown differential complexity levels of the patient response classes, and considering the crudity of measurement, the findings strongly suggest that important reinforcement effects do indeed occur even in client-centered therapy.
Toward Evaluating the Validity of the Findings
There are, of course, some difficulties in interpreting the intercorrelation matrix. One might argue that these are simply interrelationships in the "heads" of the raters, as the raters might have known what the "X" value was when they rated a sampls on "Y." However, each of the 12 variables was rated separately and they were rated in different orders. One would think it difficult to recall the X value of a given unit when the rating of the other units intervened between the X value and its corresponding Y value (an average of 240 ratings intervening between corresponding X and Y values). It could be argued that some of this bias is removed by the procedure for averaging the five different raters, since the raters were unaware of the actual hypothesis under study.
Beyond the above considerations, tabulation of one well-known characteristic of the therapist's behavior also suggests selective differential responding. 'i l he use of "uh nun" or "Mmm mmm" verbalizations has become, perhaps unfortunately, the hallmark of Rogerian psychotherapy. In the samples used in the present analysis, Mmm mmm's or Uh hub's occurred 23 times in a total of 12 of the 40 samples (in 30% of the samples). The Mmm mmm occurred in 9 of the 12 samples (75% of its occurrence) during high expression of negative feeling by the patient (all above the mean of ratings), while 0% occurred during low "patient negative feeling, "expression." In the remaining three samples, they occurred during the patient's direct restatement of what the therapist had just said. This tabulation alone suggests conscious or unconscious selective responding by the theTap ist, and is consistent with the obtained findings based upon relationships between rated therapist and patient classes of behavior. 4 Finally, and most importantly, the obtained data dealing with changes in patient-intherapy behavior were consistent with the obtained findings based upon prediction from a reinforcement view. Since the raters had no knowledge of whether a given sample came from early-or late-in-therapy, those findings of a tendency for significant linear increases to occur over time in reinforced patient behaviors and not to occur in nonreinforced patient behaviors, would also argue strongly * It should be noted that the therapist's use of the "Uh huh reinforcer" is relatively ineffective since there is no increase over time in "patient negative feeling expression." against the notion that the obtained intercorrelations were simply "in the heads" of the raters.
IMPLICATIONS
The present findings point to the presence of significant differential reinforcement effects imbedded in the transactions of client-centered psychotherapy. Since differential reinforcement is one of the procedures used in operant research to alter (or control) behavior, the findings suggest that the therapist, in this case Rogers, implicitly alters (or controls) the patient's behavior in the therapeutic setting. To this extent, then, the evidence weighs in favor of the view proposed by Skinner rather than that of Rogers. The present findings are not consistent with Rogers' view that relatively unijorm conditions which are globally "facilitative of personal growth and integration," are offered to patients in a manner not contingent upon the patient's behavior.
The present data, by demonstrating the role of empathy and warmth as positive reinforcers, suggest that the available evidence relating levels of these therapeutic conditions to patient outcome in therapy does not argue against a reinforcement interpretation of psychotherapy. On the contrary, the finding that empathy and warmth act as reinforcers suggests that the evidence relating empathy and warmth to patient outcome is open to a behavioristic interpretation, based in part on the therapist's use of differential reinforcement.
Recent studies have suggested that such humanistic qualities as empathy and warmth are antecedents to patient personality or behavioral change. In attempting to understand how such therapist qualities operate in producing therapeutic change, the present data suggest the potential value of studies utilizing behavioristic models. Since the available evidence relating empathy and warmth to patient outcome deals primarily with differences in intensity levels contaminated by differences in rates between therapists, it seems likely that additional and more precise understanding of the role of empathy (and hence more effective practice) might grow out of studies carried out from a reinforcement frame of reference. Considering only empathy as the type of reinforcer used in psychotherapy, it would be expected that successful and nonsuccessful therapists might differ in: (a) the particular patient behaviors chosen for differential reinforcement (say, self-concept statements versus historical-genetic statements) ; (b) the differential rate of reinforcement (say, 23% versus 75% for a specific class of patient behavior); (c) the intensity levels of the reinforcer used (say, the depth of empathy); and even the (d) scheduling of reinforcement (say, fixed ratio versus variable ratio).
Research aimed at identifying which patient behaviors, if reinforced at what intensity levels etc., lead to positive therapeutic outcomes would provide more specific knowledge of how such positive human qualities as empathy and warmth operate to produce personality or behavioral change in the patient.
Such an approach aims toward more specific knowledge, but not at all toward more mechanical therapy. As the communication of any "reinforcing machine" qualities would by definition mean a low level of empathy and warmth, the present viewpoint is in full agreement with Schonbar's (1964) statement that "as a therapist I am no more a 'reinforcing machine' than my patient is a 'talking pigeon.'"
